
MH DS Regions Of Iowa





WHAT DOES MHDS DO?
MHDS is responsible for planning, coordinating, monitoring, improving and partially 
funding mental health and disability services for the State of Iowa. The division engages 
in a wide variety of activities that promote a well-coordinated statewide system of high-
quality disability-related services and supports including:

1. Setting disability policy
The division provides leadership and sets the direction of state policy for the 
system of mental health and disability services for Iowa. MHDS plans for and 
oversees the provision of disability-related services for children and adults with a 
wide range of disability conditions, including mental illness, serious emotional 
disturbance, intellectual disabilities, developmental disabilities, and brain injury. 
MHDS is the designated State Mental Health Authority. It is responsible for 
statewide planning and oversight of mental health services and distribution of 
federal funds received through the Community Mental Health Block Grant.



2. Service coordination
The division works with counties, advisory and planning councils, other DHS programs, and 
other state agencies to coordinate services. We provide staff support to the Mental Health and 
Disability Services Commission; the Mental Health Planning and Advisory Council; and the 
Olmstead Consumer Task Force, and welcome input from individuals and families.

3. Quality review
The division works with service providers to assure quality by setting standards for certain 
facilities and services that are provided to adults and children with mental illness, intellectual 
disabilities, developmental disabilities and brain injury and evaluating how well those standards 
are met through an accreditation process.

4. Managing grants and contracts
The division distributes and oversees the use of federal and state funding through contracts 
with providers or other agencies that offer services or coordinate projects that promote the 
division's goals.



House File 2456 was signed into law on March 29, 2018. 

This legislation provides consistent access to an array of mental health and substance use disorder 

services and supports that address the most complex service needs. 

It requires MHDS Regions to establish, implement and maintain more cores services. 

These core services and access standards include:

• Treatment to ameliorate a person’s condition – outpatient therapy, inpatient treatment and 

medication management.

• Basic Crisis Response.

• Support for community living – services that help individuals be successful in their 

community.

• Support for employment – services leading to and maintaining employment.

• Recovery services – coaching and guidance delivered through peer and family support.

• Services coordination including coordination of physical health and behavioral health care.

Since July 1, 2021, each region was legislatively tasked to implement a mirrored system of 

services for children with a Severe Emotional Disturbances. 



Every region has:

An intake assessment and or application process they utilize.

Diagnostic requirements of Mental Illness, Intellectual Disability and Children with a Severe 
Emotional Disturbances (though regional funds may not be utilized in all circumstances)

Income requirements of 150% Poverty Level for adults and 500% for Children and co-payments 
may apply.

Resources requirements (general follow Medicaid resource guidelines).

A management plan which directs policies and procedures or the “rules” each region follows. 
Those plans can be found on the DHS website under MHDS Regions. Once approved they remain in 
effect until a change occurs. (https://dhs.iowa.gov/mhds-providers/providers-regions/regions)



Sample Application from Sioux Rivers Regional MHDS

Sioux Rivers Regional MHDS Application Form       
For individuals living in:  Dickinson, Emmet, Lyon, O’Brien, Plymouth, and Sioux Counties  

 
Application Date:          Date Received by Office: _______________________ 
 

First Name: ________________________   Last Name: _____________________MI: _________  
 

Nickname: _________________________ Maiden Name: ___________________ Birth Date: ___________ 
 

Ethnic Background: White African American Native American Asian Hispanic Other ______________ 
 

Sex: Male   Female  
US Citizen:  Yes No  If you are not a citizen, are you in the country legally?  Yes No 
 

SSN#____________________     Marital Status:   Never married   Married   Divorced   Separated    
Widowed 

 

Legal Status:  Voluntary   Involuntary-Civil   Involuntary-Criminal   Probation Parole Jail/Prison 
 

Are you considered legally blind?   Yes   No   If yes, when was this determined? __________________ 
 

Primary Phone #: ____________________________________ May we leave a message? Yes No 
 

Current Address:                                 _______     
                Street   City  State        Zip                 County 

Begin Date ______________________________ 
 

I live:   Alone   With Relatives   With Unrelated persons 

 
Use as current Mailing Address:  Yes   No  If not, _______________________________________ 

 
Previous 
Address__________________________________________________________________________________ 
    Street    City  State       Zip  County 

Begin Date___________________ End Date___________________ 
 

Current Service Providers: 
 

  Name     Location 
1. _____________________________________________________________________________ 

 

2. _____________________________________________________________________________ 

 
Current Residential Arrangement: (Check applicable arrangement) 

  

Private Residence Foster Care/Family Life Home Correctional Facility Homeless/Shelter/Street 
  

Other______________________________             
 

Veteran Status:   Yes No   Branch & Type of Discharge: ____________________Dates of Service: _________ 
 

Current Employment: (Check applicable employment) 
 

Unemployed, available for work  Unemployed, unavailable for work   Employed, Full time   
Employed, Part time  Retired    Student 
Work Activity   Sheltered Work Employment Supported Employment 
Vocational Rehabilitation Seasonally Employed  Armed Forces 
Homemaker                                  Volunteer    Other  __________                                       

 
 
 

Current Employer:           Position:      
 
Dates of employment: ______________________ Hourly Wage: ________________ Hours worked weekly: ______ 



Employment History: (list starting with most recent to previous.)   
 

                 Employer        City, State         Job Title          Duties      To/From 
1. 
 

    

2. 
 

    

 

Education:  What is the highest level of education you achieved?  ______ # of years   ______ Degree 
 

Emergency Contact Person:  
 

Name:        Relationship:      
 

Address:_________________________________________ Phone: ______________________________ 
 
Guardian/Conservator appointed by the Court? Yes No  
Protective Payee Appointed by Social Security? Yes No   
 
   Legal Guardian   Conservator   Protective Payee              Legal Guardian   Conservator   Protective Payee 
 (Please check those that apply & write in name, address etc.)     (Please check those that apply & write in name, address etc. 
 
 Name: _______________________________________                Name: _______________________________________ 
 
 Address: ______________________________________             Address: _____________________________________ 
 
 Phone: _______________________________________               Phone: ______________________________________ 

 

 
 List All People In Household:  

 

Name      Age      Relationship Social Security Number 

1.    

2.    

3.    

4.    

5.    
 

 
INCOME:  Proof of income may be required with this application including but not limited to pay-

stubs, tax-returns, etc. *See attachment A 
If you have reported no income above, how do you pay your bills? (Do not leave blank if no income is 

reported!)  
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 

Gross Monthly Income (before taxes):             Applicant                  Others in Household 
        (Check Type & fill in amount)             Amount:                          Amount: 

 Social Security               
 SSDI            
 SSI                               
 Veteran’s Benefits            
 Employment Wages          
 FIP             
 Child Support           
 Rental Income           
 Dividends, Interest, Etc          
 Pension            
 Other            

             
   Total Monthly Income:          

    



Household Resources: (Check and fill in amount and location): 

      Type                Amount                    Bank, Trustee, or Company 
Cash               
Checking Account              
Savings Account              
Certificates of Deposit             
Trust Funds               
Stocks and Bonds (cash value?)            
Burial Fund/Life Ins (cash value?)            
Retirement Funds (cash value?)            
Other _____________________ _____________________ _______________________________________ 

 Total Resources:         
 

Motor Vehicles: Yes     No        Make & Year: ___________________   Estimated value: _____________________ 
(include car, truck, motorcycle, boat,  Make & Year: ___________________   Estimated value: _____________________ 
recreational vehicle, etc.)  Make & Year: ___________________   Estimated value: _____________________ 
 

Do you, your spouse or dependent children own or have interest in the following:   
 

House including the one you live in? Yes NoAny other real estate or land?   Yes No   Other?________ Yes 
No 

 

If yes to any of the above, please explain: 
_________________________________________________________________ 
Have you sold or given away any property in the last five (5) years? Yes   No   If yes, what did you 

sell or give away? 
_______________________________________________________________________________________ 
Health Insurance Information:  (Check all that apply) 
                Primary Carrier (pays 1st)                                                           Secondary Carrier (pays 2nd) 
 

 

Applicant Pays   Medicaid Family Planning only          Applicant Pays       Medicaid   Family Planning only 
Medicare A, B, D Medically Needy    MEPD                 Medicare A, B, D    Medically Needy  MEPD 
No Insurance         Private Insurance   HAWK-I             No Insurance      Private Insurance    HAWK-I 

 
     Company Name          Company Name     ______ 
  
     Address                           Address      ______ 
                                                 ________________________________ 
    Policy Number:                      Policy Number__________________________ 
            (or Medicaid/Title 19 or Medicare Claim Number)                                           (or Medicaid/Title 19 or Medicare Claim Number)  
Start Date: _____________ Any limits?  Yes  No          Start Date: _____________  Any limits?  Yes  No 
 

Spend down: ___________ Deductible: ____________         Spend down: ___________ Deductible: ____________ 
 

 
Referral Source:   
 

Self      Community Corrections     Family/Friend     Social Service Agency 
Targeted Case Management   Other                      Other Case Management   

 
 

Have you applied for any of the public programs listed below?  
(Please check those you have applied for and the status of your referral) 
Has your application been Approved or Denied?  
If denied and you appealed, what is the date of appeal ____________  
Have you applied for reconsideration?_____________ 
Have you had a hearing with an Administrative Law Judge and what was the date of the scheduled 
hearing: ______________   
 

Social Security_______________ SSDI_________________ Medicare_____________________ 
 

SSI ________________________  Medicaid_____________  DHS Food Assistance:_____________ 
 

Veterans ___________________  Unemployment_______    FIP _________________________ 
 

Other_______________________ 

 



Disability Group/Primary Diagnosis: (If known) 
 
 

Mental Illness Chronic Mental Illness Intellectual Disability Developmental Disability Substance Abuse Brain 
Injury 
      

 
Specific Diagnosis determined by:_________________________________________  Date:__________ 
Axis   I: _________________________________________________Dx Code: _______________________   
Axis  II:_________________________________________________ Dx Code:_______________________  

 
Why are you here today? What services do you NEED? (this section must be completed as part of this 

application!) 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
 

I certify that the above information is true and complete to the best of my knowledge, and I authorize 
Sioux Rivers Regional MHDS staff to check for verification of the information provided including 
verification with Iowa county government and the state of Iowa Dept. of Human Services (DHS) and 
Iowa Department of Corrections or Community Corrections staff. I understand that the information 
gathered in this document is for the use of Sioux Rivers Region to establish my ability to pay for the 
services requested, and to assure the appropriateness of  
services requested.  I understand that information in this document will remain confidential. 
 

                 
Applicant’s Signature (or Legal Guardian) Date 

_____________________________________________________________________ 
Signature of other completing form if not Applicant or Legal Guardian     Date 

 



CONSENT TO OBTAIN AND RELEASE INFORMATION 

 

Sioux Rivers Regional MHDS 
Authorization for Use or Disclosure of Protected Health Information 

NOTE: A PHOTOCOPY OF THIS SIGNED AUTHORIZATION IS HEREBY AS EFFECTIVE AS THE ORIGINAL. 

Authorization Section: 

Name of Client: 

Date of Birth: SS#: Medical Record#: 

Daytime Phone #: Evening Phone #: 

City: State: Zip Code: 

 

I, the undersigned, hereby authorize the Entity staff to release the information indicated below, regarding the 

above-named client, with the following provider or agency: 

 
 
  

Name of Person or Agency 
 
 

Complete Mailing Address 

 
Information to be released, obtained and/or shared may include: 

 Psychiatric Evaluation/Assessment/Admit Report  Individual Comprehensive Plan 

 Social History  Agency participation, plans, and progress reports 

 Psychiatric History  Financial Information 

 Medical record information (including diagnosis information, medications, allergies, and medical history) 

 Psychological Evaluation/Report  Face Sheet 

 Discharge Summaries  

 Other (Please specify): 

 
Information being released will be used for the following purpose: 

 

○ Coordination of Treatment ○ Continuation of Care  ○ Determination of Benefit eligibility 

○ Referral for New Services ○ Monitoring of Services   

○ Other (Please specify):________________________________________________________________________ 

 
I understand this information shall be kept confidential and shall be used for the delivery of my services. I understand that I have a 

right to see this information at any time.  I understand that this health information may include HIV-related information and/or 

information relating to diagnosis or treatment of psychiatric disabilities and/or substance abuse and that by signing this form, I am 

specifically authorizing the release of information relating to: 

 Substance Abuse (including alcohol/drug abuse) 

 Mental Health (other than Psychotherapy Notes) 

 HIV related information (including AIDS related testing) 

 

 

X _______________________________________________________  __________________ 

   Signature of Client/Parent/Legal Guardian     Date 

 

 

This authorization shall expire on:    

 
I understand that I may revoke my consent to this release at any time by providing written notification to: 

 

Sioux Rivers-Dickinson/Emmet Co. Sioux Rivers-Lyon County Sioux Rivers-Plymouth Co. Sioux Rivers Sioux/O’Brien Co. 

1802 Hill Ave, Ste. 2502  315 First Ave., #200 19 2nd Ave. NW  210 Central Ave., SW, Box 233 

Spirit Lake, IA  51360  Rock Rapids, IA 51246 LeMars, IA  51031  Orange City, IA  51041 

Phone: 712-336-0775  Phone: 712-472-8240 Phone: 712-546-4352 Phone: 712-737-2999 

 



Regional Multi Party Release 

for the Community Services 

Network



All regions 
offer 
Coordination 
of services 
and funding 
with all 
available 
funding 
streams 
(including 
but not 
limited to):

Department of Human Services –Waiver/Medicaid and Managed Care 
Organization

Iowa Department of Vocational Rehabilitation

Integrated Health Home Services

Private Agencies

Community Mental Health Centers and Independent Mental Health 
Providers

Community Action Agencies

Public Health Agencies

Area Aging Associations

Area Education Agencies

*Regions are the funder of last resort*



https://dhs.iowa.gov/mhds-providers/providers-regions/regions





https://dhs.iowa.gov/mhds-providers/providers-regions/regions



https://dhs.iowa.gov/sites/default/files/Regional-Coordinators-of-Children-Behavioral-Health-Services_8.pdf?101220212041


